Dientamoeba fragilis is now considered a potentially emerging gastrointestinal pathogen in both developing and developed countries. We first report an autochthonous case of D. fragilis infection in Greece. A 49-year-old female with acute non-specific abdominal pain required emergency surgical admission for active observation and repeated assessment. To the best of our knowledge, this is the first reported case of acute unexplained abdominal pain finally attributed to D. fragilis infection using microscopic and molecular methods.
Introduction
Dientamoeba fragilis is now emerging as a potentially important but still often neglected gastrointestinal pathogen. [1, 2] D. fragilis is an amoeba-like, unflagellated flagellate living in the human gut. [2] The protozoan is globally distributed. [2] Currently, no mode of transmission is perfectly shown. [3] Most D. fragilis-infected patients have been reported to complain with chronic gastrointestinal symptoms, including chronic abdominal pain and persistent diarrhoea. [2] This is an open access article distributed under the terms of the Creative Commons Attribution-NonCommercial-ShareAlike 3.0 License, which allows others to remix, tweak, and build upon the work non-commercially, as long as the author is credited and the new creations are licensed under the identical terms.
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How to cite this article: Vassalou Herein, we first present an autochthonous case of D. fragilis-infection in Greece. The patient experienced sudden, severe pain in the abdomen, which could not be initially assigned to any specific cause. The diagnosis was based on the microscopic findings and molecular results. To our knowledge, this represents the first report of D. fragilis-infection as the final diagnosis in a patient with acute non-specific abdominal pain.
Case Report
A 49-year-old, otherwise well, Caucasian female of non-reproductive age sought medical care at a Greek rural hospital's emergency department suffering diffuse abdominal pain, not well localised. Her pain began suddenly about 12 h before presentation, several hours after meal. It significantly increased shortly after its onset. Abdominal pain, albeit gradually declined, was more intense in the epigastric region. There was no pain radiation to anywhere else. She had no vomiting and no subjective complaints of nausea or diarrhoea.
The patient had been opening her bowel normally. She had not eaten anything out of ordinary and denied trauma or fever. There was neither significant past medical history nor remote abdominal surgery. She admitted to not having kept good hand hygiene. Until relatively recently, she had been working as a farmer with exposure to chickens and turkeys. The patient had never travelled abroad.
On physical examination, she was in discomfort but apyrexial. Her vital signs were all within the normal range except for elevated blood pressure (160/90 mmHg). Her chest examination was normal. On abdominal examination, there was a soft, non-tender abdomen to palpation. The patient exhibited no rebound tenderness. There were no palpable masses. Bowel sounds were normal throughout the abdomen. Her gynaecologic examination was normal. There were no findings on digital rectal exam.
The faecal occult blood test showed negative results. Routine blood tests (blood count, C-reactive protein, aspartase aminotransferase, alanine aminotransferase, gamma-glutamyltranferase, alkaline phosphatase, blood urea nitrogen, creatinine, bilirubin, lactate dehydrogenase, amylase, and serum electrolytes) were unremarkable. Urinalysis was normal and urine culture was negative. Abdominal ultrasound showed the presence of excessive intestinal gas but no signs of intra-abdominal pathology.
The patient was given painkillers but to no avail. Since the abdominal pain persisted, a surgical consultation was obtained. After review by emergency physician and general surgeon, she was assessed as having non-specific abdominal pain. The patient was admitted to the hospital's general surgery clinic for close observation and repeated assessment. The day after hospital admission, a decrease in stool consistency was observed visually. Neither bacterial/viral enteropathogens nor toxins were detected by using standard diagnostic procedures. The faecal immunoassays for enteric protozoa were negative. The faeces were also examined microscopically on direct, concentrated and iron haematoxylin permanent-stained smears for ova and parasites. D. fragilis-trophozoites were the sole organisms disclosed [ Figure 1 ]. No pinworm eggs were found on cellulose tape preparation from perianal skin.
DNA was isolated from faeces using the QIAamp DNA stool mini kit (QIAGEN, Hilden, Germany) according to the manufacturer's recommendations. The presence of D. fragilis was confirmed using two previously described polymerase chain reaction (PCR) protocols amplifying fragments of the Figure 2 ] and a real time PCR amplifying a 77 bp DNA fragment. [4, 5] In light of new information, surgical exploration was post-poned, and anti-protozoal treatment was started. The patient's symptoms relieved after therapy with metronidazole (750 mg tablet 3 times a day) for 10 days. Upon her return for a follow-up appointment, repeated faecal examinations failed to identify any parasites; real-time PCR results were also negative for D. fragilis.
Discussion
D. fragilis-infection may have an emerging health impact in developing countries. [1] Infection rates have also been remarkably high in the developed north. [6] As yet, apart from travel-associated infections in two international travellers, no D. fragilis-infections have been described in the Greek population. [7, 8] To the extent of our knowledge, this is the first locally-acquired D. fragilis-infection case reported in Greece.
Transmission by faecal-oral route or via Enterobius vermicularis ova has been speculated. [3] In the present case, hand hygiene practices were poor, and adhesive tape tests were negative for pinworm eggs. D. fragilis-infection has been lately considered a zoonosis. [9, 10] In Greece, information on the local epidemiology of the parasite in animals is lacking. Unfortunately, the poultry farm where our patient had been working on recently gone out of business. Thus, exploring the role of poultry in Dientamoeba's transmission was infeasible to render in that particular case.
At first, there was no adequate evidence for causation interpreting the patient's single symptom. Clinical findings were inconclusive regarding the involvement of entities, such as coeliac aneurysm. Being in the normal limits, laboratory results did not support any of these either. No explainable cause has been found in over 40% of patients admitted with acute abdominal pain. [11] In the absence of other plausible causes, the recovery of D. fragilis from this patient's faeces was most likely to be incriminated for her clinical manifestation.
The finding of scanty binucleate and mononucleate fragile trophozoites in fresh faecal specimens was indicative of D. fragilis presence. [2] Unstained preparations were unable to demonstrate the characteristic nuclear structure of D. fragilis-trophozoites. A definitive diagnosis was made on the basis of immediate faecal fixation and iron-haematoxylin permanent-stained smears. [2] Moreover, the application of highly sensitive and specific PCR methods confirmed the presence of the parasite's DNA. [12] The pathogenic role of Dientamoeba has now generally been accepted. [2] D. fragilis has been suggested to cause colonic irritation inducing inflammatory response, and thus leading to fibrosis. [12] Yet no enteric invasion by D. fragilis has been reported. [2] Most recently, however, preliminary studies have indicated that Dientamoeba excretes potential cytotoxic/cytolytic molecules. [13] This might explain our patient's symptom that brought her into the emergency room. Treatment, which eliminated the organism, resulted in patient's clinical improvement. [1] Henceforth, in cases of non-specific abdominal pain requiring acute admission D. fragilis should not be overlooked by those examining faeces microscopically. Advanced molecular diagnostic techniques would further facilitate quick parasite tracking.
